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{A 000} Initial Comments A 000}
A Revisit to the licensure complaint survey,
#2018002778, was conducted by desk review on
01/23/2020 for The Carlisle Palm Beach. A
previously cited deficiency was found corrected at
the time of the review.
This survey was conducted in conjuction with a
2nd Revisit survey to complaint #2019004154.
Please refer to the separate report for the
findings.
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